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Ills of the Aged: 
Llew. Little, M.D., B.Sc., D.P.H., F.A.C.S.* 
Seldom, if ever, have the duties, the courtesies, and the under-
standing which the humane and conscientious practitioner bestows 
on "the nice old lady or gentleman" in his practice been better 
presented than in this pleasant, light, b11t thought-provoking article. 
I N RABBI BEN EZRA, Browning philosophizes, "Grow old along with me! The best is yet to be, ... - but who wants to grow old along 
with a poet to nurse his infirmities? No, as the wit and the skin wrinkle 
and the bones brittle it is high time to be on the look-out for a spry, 
sensible nurse, one who can meet churlishness with cheerfulness. 
The oldest among us have seen Browning's lovely and leisurely 
England go through a considerable social change within a lifetime. Wars 
and Utopian theories have somehow produced a dearth of trained 
servants, tended gardens, and even articulate thinking among her poets. 
The new Elizabethans, over seventy, have learned to look less to 
the spontaneous assistance of the family, the friends, the parish visitors, 
and the parson. Instead, they can now demand, as a right, the provisions 
of the National Insurance Act. Independence, on eighteen and six a 
week! While accepting this new freedom they have to surrender a por-
tion of their emancipation to the welfare officer, the district nurse, the 
lodgings administrator, and to someone to queue for their coals and 
victuals. 
For health, " the best is yet to be". Every aged person can select a 
family physician who· will write their certificates and treat their ailments, 
almost free. With a chit-in-duplicate he can order simple tonics, the care 
of .a chiropodist, dietary delicacies, arrange for a room in the home for 
the aged, a free trip in the ambulance, an examination by a famous con-
sultant, and even a free operation. Another certificate, in triplicate this 
time, may entitle an oldster to a modest burial, and all practically free. 
AU ·this, and Heaven, too! 
· Seriously, though, a physician should never be facetious in discuss-
ing the care of the ailing old folk . An increasing section of his practice 
is falling into this category and, in time, the majority of us will be caught 
in the web of age. 
* With deep regret, the Editors wish to announce the death of Dr. Little on 
February .27, 1953 and it is with great pride that we are publishing one of 
his last articles. 
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Very few practitioners find geriatrics a source of pleasure. So far, 
it has not proved exciting clinically or productive in research study. 
The once live coals, now turning to ash and ember, seem to contain little 
of practical interest. The residue in the alchemist's crucible rarely con-
tains precious metal. On many a ward the rule seems to be never to open 
the draughts or to disturb the clinkers lest the flicker of flame die out. 
Studying the Process of Aging 
Considerable thought is being given to the factors involved in the 
process of mental and physical degeneration. Special studies have been 
initiated into widely separated aspects of human aging. The problem 
is almost as fundamental as birth or cell growth. The basic sciences, 
chemistry, physics, biology, and particularly social anthropology are 
being enlisted. Each kernel gleaned may be of scant value, in itself, but 
when integrated with others, a means may be found of prolonging human 
activity and usefulness. 
There are the three broad g roups to study. First, those who age 
prematurely; then, there is the much larger group who become aged at 
the usual span; lastly, and of particular interest to the public at large, 
there is a remnant who remain actively hale and hearty for a decade 
after their cronies have crumpled or succumbed. 
To the man in the street who provides financial support for research, 
aging is related to "nutrition" . Investigators are inquiring anew into 
the requirements of the aged in the balance of protein, fat, and carbo-
hydrates. They want to determine what bearing assimilation of foods 
may have in an organism with depleted vitamin and mineral stores, 
inadequate mastication, altered enzyme production, revised energy ex-
penditure, and faulty elimination habits. 
Another group of workers is seeking to find what influence "stress" 
may have through the trauma of emotions upon the autonomic nervous 
system and whether certain body types show a hereditary predisposition 
to an ea.rlier onset of the aging prqcess. 
The place of "hormone balance" is not being neglected in the search. 
There is good ground for believing that there is a distinct relation be-
tween the alteration of hormone secretion in middle age and the onset 
of the signs of aging. 
Finally there is the enormous task confronting students engaged in 
social-anthropological observation. They are trying to correlate the in-
fluences of "external environment" upon the breakdown of organisms, 
such influences as: climate, geography, occupation, radiation, dust, 
housing, childhood fevers, so-called civilized versus primitive living 
habits, population density, racial displacements, and sectional taboos, 
in fact the whole range of geomedicine as applied to this particular 
problem. 
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Some Characteristics of Age 
It may be of value to recall some of the familiar concepts associated 
with age, that period after which the process of repair lags lamentably 
behind the erosion of degeneration. 
We see hair thinning on atrophic scalps; hyperopic lenses forming 
under rheumy eye-lids; withering cheeks over edentulous gums; pallid 
and cankered oral membranes;· hearing dulled by wax, inattention or 
sclerosis; the weak, quavering voice; the chronic phlegm associated with 
congestion, infection, and a rigid thoracic cage; the altered gusto in feed-
ing, the flatulent paucity of evacuation; the atrophy of subcutaneous 
tissue resulting in withered hands, loose, prominent vessels, shrunken 
breasts, dry skin and itching membranes; weak sphincter control; the 
loss of libido; an encroaching prostate; the multiple signs of cardiac 
inefficiency, dyspnoea, effort fatigue, a pillow and a half at night, visible 
neck veins and shoe marks on the feet at the day's end; the chronic leg 
ulcers; the giddiness; trembling; the refractory joints; the callused and 
bunioned feet; the failing memory; the inability to earn; the frustration; 
the cynical deference or the ruder disrespect; the melancholy knowledge 
that one's usefulness is gone; and the beastly dependence on others, 
" the sear and yellow leaf". 
Behaviour of the Older Patient 
Not a few older people are congenial, kindly, and completely at 
peace with their environment. They have learned to live within their 
limitations and fill the day with useful tasks, hobbies, books, and friends. 
They believe that life is good and eagerly wait for every tomorrow. 
This is the group which the poets describe when they write "Life's sun-
set is fairer than its noonday". 
Unfortunately there is a majority of others. These are the unhappy 
ones. They chide their physician for not making them well; and, by that, 
they mean young again. They can be capriciously exacting in their de-
mands and thereby create reactions in those trying to help them to a 
point where forbearance is no longer possible. This "orneriness of age" 
is understandable when one is away from it, but difficult to live with 
day in and out. 
It would certainly seem true that many elderly people revert to 
child-like behaviour responses to their environment. Early channels of 
memory are re-opened in anecdotage. Petulance, a craving for more 
than their share of the family's affection, a puckish desire to "speak 
out" disregarding tact, may assert itself. An ever narrowing circle of 
acquaintances cuts them off from the wider community of interest. 
How easy it then becomes to disapprove of innovations and to profess 
authoritarian views on the known values of the past. Feeding habits, 
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once fastidious, may become awkward and unsocial. Night panics may 
upset a household badly in need of rest. Fear of being left alone may 
necessitate an inconvenient "sitting" program. Self-denial and actual 
parsimony may heighten the tension. If children have to live in a three-
generation household of this sort the problem can be greatly magnified. 
General Observations on Care 
The care required for elderly people depends on their ability to get 
about. The type of care falls roughly into four general groups. In the 
first are those who are able to come and go without particular super-
vision. The second group is comprised of those who are shut-ins or 
bed-ridden at home. The third group consists of those bed-ridden in 
hospitals or special homes for aged invalids. The frank psychotics, a 
fourth group, need special institutional care and rarely come under pur-
view of the general practitioner after the diagnosis and committal is 
completed. 
The general practitioner can be very helpful to the ambulatory 
group. This is one of the fields where a periodic health examination 
pays dividends. Counsel can be shared, early signs of disease detected, 
and possible breakdowns averted. These examinations are time-consum-
ing and much patience, respect, and kindness must be shown. They are 
keenly sensitive, but their gratitude to a person who shows understanding 
is great indeed. An annual "physical" is an event which should be 
encouraged. 
There are certain general directions which should be discussed with 
the family. They should aim to keep up the oldster's morale by praising 
his appearance, and a little clothes inspection and brushing goes a long 
way if it is not too obvious. Failing eyesight needs clean glasses; laces 
often need re-tying; troublesome rubbers are purposely forgotten ; and 
a heavy overcoat can be a severe trial to arthritic shoulders. It's the little 
things which are important, like writing out directions before entrusting 
a failing memory to a simple errand . . 
Finding a handy toilet may prove a matter of extreme urgency and 
embarrassment. It may be necessary to remind the family that the food 
must not only be balanced and nutritious but in such a form that it can 
be handled and masticated without undue effort. Accessory minerals 
and vitamins along with fruits, vegetables, and a regular aperient are 
always in order. \{isits to the oculist, the dentist, and the chiropodist 
can enhance the comfort of living. Old people should be urged to join 
the family outings, to continue church attendance, an odd concert or 
theatre to maintain the sparkle of community interest - anything to 
delay the time when boredom and introversion may give way to the feel-
ing of useless despair. 
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Older people tire easily. Thus, there should be a comfortable bed-
room where rest and privacy can be indulged. The pace of movement, 
aye, even the buzz of conversation can be fatiguing as one gets older. 
Old friends enjoy a private session continuing a semblance of past hos-
pitality and reminiscence free of the interruptions of the younger family 
in the common living-room. Juniors in the house should be encouraged 
in honor and respect but not in subservience to the whims of the aged . 
They always take their cue from the parents, and it should be discreetly 
hinted that family rudeness is as infectious as foot-and-mouth disease. 
If the problem of surgery arises it may be safely stated that old 
people stand operations remarkably well. The essential pre-requisite is 
an appraisal of the circulatory system and adequate preparation if time 
will permit. It is always advisable and helpful to consult with an ex-
perienced colleague before making the actual decision to proceed. 
Doctoring the Aged 
The occasional visit of the doctor to see an elderly patient is an 
event not to be passed off lightly. He can do so much to make things 
easier if he can but school himself to sit down and take his time. He can 
be the family friend, confidant, and physician or a mere medicine vendor; 
it depends on what manner of man he is. 
There is first a little general household gossip, then he gives ear 
to the new pains and the old aches, listens to the fresh nursing problems, 
and prepares to re-examine the patient with care and interest. Sympto-
matic therapy is prescribed where indicated, some counsel on human 
relationships discussed, the patient is reassured with sincerity, and a 
tribute of quiet commendation is paid to those who are doing their best 
in a difficult situation. Occasionally a new contrivance to make the 
nursing easier may suggest itself and this may prove more helpful than 
his medicine. 
There is much wisdom in letting the patient state his own case 
instead of hearing it all from the family or the nurse. A concealed 
anxiety may be relieved by a simple explanation or a misunderstanding 
about procedure may be cleared up on the spot. 
To be old and bed-ridden is a drab experience for the patient, but 
bed care may be somewhat easier on the nursing attendants. These folk 
need a fair amount of assistance. Their limitations are pitiful in many 
cases. ·when one becomes too helpless to turn in bed, to reach for a 
drink, to retrieve a sliding pillow, or to safely handle a urinal, frustra-
tion is complete. More often than not it is a sitter who is needed and 
not a nurse, but a daily visit by the V.O.N . can be an ideal arrangement. 
Again it is the little extras that help most, a few flowers , a quick look-in 
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by the family, someone to read a little or to tune-in the radio, anything 
to shorten the day. A high, movable bed and a window facing the street 
may help to complete the picture. 
Commoner Complaints 
Sleeplessness plagues the hypertensive arteriosclerotics. Where bro-
mides, chloral hydrate, or barbiturates fail , a hot toddy at bedtime may 
prove the best soporific. It pays to inquire into their after-supper habits 
sometimes, what radio programs they listen to, whether anxieties voiced 
downstairs reach the patient's ears, or whether they feel rejected and 
lonely because no news is shared. Insomnia is not incurable. 
Dyspnoea with mild cardiac failure is a frequent complaint. The 
judicious use of thiomerin and neohydrin may accomplish much, but digi-
talis still holds its time-honored place. 
Sore Mouth should be examined with a good light. Silver nitrate 
stick works miracles on cankers, but they heal slowly if the dentures are 
not removed for a space. Wobbly dentures and undernutrition play their 
part in producing a sore mouth, and the smooth, sore tongue may pro-
vide a clue for the need for liver and hydrochloric acid therapy for a 
mild hyperchromic anemia. 
Radiating Chest Pain on stress or effort is usually associated with 
coronary sclerosis and can be readily relieved by sublingual nitro-
glycerine. Unfortunately it is often very difficult for an elderly person, 
during an attack of angina, to open a vial of tablets and if they are left 
exposed they quickly lose their potency. A good bell system is vital in 
these cases. 
Skin Irritation can be a nightmare of torture; particularly vaginitis or 
peri-anal itching. A careful examination for glycosuria, trichomonads, 
pediculi, intertrigo pinworms, or haemorrhoids may repay the physician 
with a satisfaction worth more than any fee. 
Growths in the form of pigmented keratoses on the arms and face are 
often drawn to the physician's attention by cancerophobes. These same 
folk will sometimes conceal mention of a lump in the breast, a vaginal 
discharge, or blood from the rectum. At times, in a feeble elderly person 
it is better to make no mention of malignancy except in a discreet word 
to the relatives. The advance may be very slow and the end come from 
quite another factor. 
Incontinence and Bed Sores may arise in cases of malnutrition or 
hemiplegia. The early use of a retention catheter, a low residue, high 
protein diet, and a daily enema help to prevent this complication. There 
is no substitute, though, for devoted nursing where the skin is kept 
fresh and pressure points properly padded. 
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Piles, if thrombosed, can be readily evacuated as a bedside procedure, 
but they should never be touched without first searching the rectum for 
malignancy. 
Hypostatic Pneumonia is no longer as common as formerly. The 
answer, of course, can be credited to earlier detection and antibiotic 
therapy. Good nursing, diuresis and deep breathing exercises have all 
made their contribution. 
A word should be added at this point in favor of taking a blood 
pressure record on each visit, and on periodic occasions the urine should 
be taken for analysis. A blood smear, sedimentation rate, and hemo-
globin estimation might be made. 
Sick-room Drabness should be altered on occasion. A wise doctor may 
suggest, at little or no expense, that the position of the bed be changed, 
the furniture rearranged, curtains switched, and an atmosphere of ex-
pectancy be allowed to upset the routine once or twice a year. This is 
the variety which makes the "spice of life" . 
Every doctor, with an improvising mind, could add indefinitely to 
this little homily of commonplaces. Our greatest danger lies not in our 
ignorance but in our haste and disinterest. Not all our weariness comes 
from well-doing. It can be a privilege to serve some of these helpless 
folk if we still call our job a vocation. 
Society's Responsibility to Age 
The provision of an old age pension has been a boon to the elderly 
in Canada. All persons over seventy receive $40 per month without a 
means test. The same provision for indigent individuals, between sixty-
five and seventy years, is applicable after they have passed a fairly gen-
erous means test. This is a genuine achievement and it indicates a high 
level of public conscience and sound national prosperity. 
A free medical care service for needy pensioners has been negotiated 
by the various provinces with the provincial Medical Associations. 
Each pensioner receives an identity card entitling him to free office and 
home visits with some simpler medicines. In return for these services 
practitioners throughout the province rec~ive a fee for service, varying 
from one-half to three-quarters of the usual scheduled fee, depending 
on the total demand for services within the province at the end of each 
given month. The forms to be completed are not burdensome and the 
system works fairly well. One point of disagreement exists, i.e., there 
is no practitioner's fee for services rendered to pensioners in hospital. 
Fractures and prolonged medical cases in hospital receive the care of 
the physician as charity. This does not seem equitable and it will no 
doubt be corrected in due season. 
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Lodgings for the Aged 
One responsibility which the public is slowly grasping is the prob-
lem of housing the increasing number of aged people who are either 
alone in the world or rejected by their families due to cramped home 
arrangements. In Ontario the Provincial Welfare Department will, with 
certain restrictions as to size and simplicity, pay one-half the cost of erec-
tion of lodging centres, provided that they are operated by the local 
municipality. Maintenance seems to be the stumbling block as far as 
the local councils are concerned. They fear deficits and heightened tax 
rates. Thus far, charitable organizations have received no such offers 
of help to create homes for this low-income group, but it is hoped that 
public opinion may press the government to include responsible church 
societies and service dub organizations. 
No less pressing is the need for better class apartments for elderly 
folk who have the means to pay a reasonable rental. Many in this group 
wish a small apartment containing ·sitting-room, bed-room, bath, and 
kitchenette. Elevators, laundromats, work room, infirmary, and accessible 
balconies have proved necessities where such homes have been managed 
successfully. The infirmary is usually a first aid centre and all genuinely 
ill residents are required to be moved out to hospital care. 
Prevention of Aging? 
Not as far as we know, but possibly some. deferment of the process 
can be anticipated before too long. The periodic health examination 
helps to some extent. In this manner certain repairable defects may be 
detected earlier: dental disorders, mild cardiac failures, obesity, faulty 
diet and exercise habits, foot disorders, anxiety states, diabetes, myxoe-
dema, the anemias, and occasional neoplasms. 
If we cannot prevent aging we can at least prepare for it. At fifty, 
perhaps even forty, men and women might well take stock of their future 
to see how their mental and spiritual reserves will stand up to prolonged 
boredom. What hobbies or pleasure-tasks, what reserves of humour 
and culture can be built up for use in the seventies? What stores of 
fortitude can be acquired in earlier life to make the inaction of age 
endurable, or better still, serene? 
Finally there is always one comfort for the aged - it won't last 
forever. If a young physician can modestly say at the end of his hectic 
day that he has not neglected his older patients he is a good man, as well 
as a good doctor. Every community has its quota of these worthy 
doctors - not too fee-conscious, not too casual, not too ostentatiously 
busy. May they live to a useful, old age known affectionately as Doctors 
of Medicine, Honoris Causa. 
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The Changing 
General Practitioner: 
W. V. Johnston, B.A., M.D. 
The General Practitioner holds an important position in the 
medical team. His responsibilities to society, to his patients, and 
to the rest of his medical confreres are welt illustrated in this 
article by a man who has been a driving force in the formation 
of the General Practice Section of the Canadian Medical 
Association. 
THIS ERA has ushered in many wonderful changes-the atom bomb, television, and jet planes. The medical profession, with its miracle 
drugs and other discoveries, has matched strides with workers in other 
fields. In a general way doctors have been solving their own problems. 
In doing so it would be strange indeed if one branch of medicine, that 
of general practice, had remained static. And of course it has not. It has 
undergone change and been exposed to new ideas and working condi-
tions, which have made it a far cry from the general practice of former 
days. Though, in the march of progress, his numbers have been decreas-
ing, the family doctor today cares for at least 70% of this country's ill-
ness. "On the shoulders of the family doctor rests the care of the 
people." 
One trend is noticeable. There is an increasing desire of the general 
public to have their own personal and family physician to guide them 
wisely through the maze of modern medicine. They want a doctor who 
understands them as individuals and is well versed in both preventive 
and curative medicine. It gives them a sense of security to have a doctor 
at call who can assume some degree of responsibility in all illnesses. 
They wish him to give expert attention to their troubles or direct them · 
to consultants, and help interpret their needs to the consultants. 
Never underestimate the public. In forming their opinions of their 
health necessities they no longer consider the doctor omnipotent in 
judgment and diagnosis, a person apart and not to be questioned. They 
lFrom the presidential address to the British Medical Assoc.iation in July, 19~2. 
MARCH, 1953" 77 
---The Changing General Practitioner --------
consider him another human being, who must be keen, up-to-the-minute, 
and competent to give modern service. The newspapers, magazines, and 
radio - and the public appear to be particularly interested in medical 
articles - have taken the people into their confidence, and made them 
acquainted with all the common diseases and some of the rare ones. 
Hence the public now demands improved old services and new services. 
There is another trend: and we do not think that our stating it is 
wishful thinking. There is a tendency for more able young doctors to 
embrace general practice, as their life work. General practice, no less than 
the specialties, needs a leavening of exceptionally able men and women.1 
There has been an unreasonable encouragement for specialization. In 
saying this we have not the slightest quarrel with emphasis on specializa-
tion in medicine per se, but do think there should be a comparable 
emphasis on general practice. 
More life-saving science has been discovered during the past fifty 
years, and made available to the people, than during the previous fifty 
centuries. Such amazing progress has resulted from efforts in many 
directions. One of the most fruitful contributory developments has been 
the rise of specialization with many branches of medicine becoming 
well established specialties. This division of labour within the ranks 
of doctors has profoundly affected the work of all of them. It has 
resulted in marked differences between general practice and the practice 
of a specialty. Not the least important has been its effects on general 
practitioners. 
At the turn of this century general practitioners had been serving 
the public so well that they have become a symbol of much that was 
best in their civilization. Their story conjures up many pictures of the 
long vigil by the family doctor at the bedside, of a child waiting for the 
crisis of pneumonia, and of the revered country doctor hurrying alone 
through a blinding snowstorm to usher an infant into the world. They 
had a knowledge of the whole family and took a keen interest in each 
member. They might or might not have been paid for their services. 
They did not press for it. 
Their contributions to their generation were unique. Without 
wonder-drugs and with few facilities we marvel at the skill with which 
they guided and supported their patients through long and critical ill-
nesses. They had a deep understanding of the healing powers within 
man himself. They carefully cultivated a bed-side manner to inspire 
faith in themselves around which, at that time, all medicine centred. 
Their legacy is one of the glories of medicine. 
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Today, specialization has narrowed the scope of general practice in 
many directions. For various reasons the importance of these limitations 
has been over-emphasized. The achievements of specialists have been 
so great that the impression has grown that the practice of a special 
branch of medicine always gives the best medical care, and is the most 
satisfying to the .doctor. There may be much truth in this, but while 
specialization goes from success to success, let us look at the other side 
of the picture. Advances in medical knowledge have greatly broadened 
the range of good general practice. 
The general physician can do so much more for people today. 
He can now cure so many afflictions that formerly were incurable by 
anyone. He can control the diabetic process, slow down the aging of 
the elderly, rapidly check pneumonia and undulant fever, abruptly stop 
erysipelas, most ear infections, and many others, and reverse the destruc-
tive power of pernicious anemia. Under hospital conditions he attends 
his confinements more safely and without weary hours of waiting. 
His curative powers are growing every day; so much so, that the 
general practice remains a very vital part of our health services. Its 
general physicians have been, and still are, our basic doctors. They can 
provide the finest all-round medical care at the most reasonable cost. 
The family doctor can provide the latest that medicine has to offer. 
He can be acquainted with its latest techniques and treatments. How can 
he do this? What is his special role? Where can he excel so as to best 
serve the public? The public expects the best and is entitled to it. That 
is the only proper measuring stick. 
In Canada the work of the family doctors varies greatly, depending 
upon the type of practice, urban or rural, and also upon the location. 
In large cities he has specialist services all about him. If many miles 
from a city he will have to be more resourceful (and probably more 
skilful) , relying more on himself. But wherever he lives his functions 
and responsibilities are basically the same. He meets them by changing 
with the changing times. He recognizes that the rules of the game have 
changed. He is no longer a sole player. He is a member of a team of 
workers, and modern general practice depends upon team work. 
Prompt and accurate diagnosis is the foundation of successful gen-
eral practice. The function of ·the family doctor is to understand the 
health problems of his patients and to recognize early the nature of their 
troubles. This is a large order, for his patients are unselected. They come 
to him with complaints that may be trivial or serious, obvious or obscure, 
real or imagined, simple or complicated. He must sort them out. 
In doing so he recognizes those needing immediate treatment from those 
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requiring more observation and study. He decides whether he can treat 
the patient himself, or if help is necessary. Frequently this latter decision 
bears little relationship to the seriousness of the condition. He may be 
able to care for the most serious as well as anyone else. The first diag-
nosis is often the most important. Making this correctly may seem to 
be a formidable task. Of course it is, because medicine is not an easy 
profession. But it steadily is being made easier through the many aids 
and facilities being placed at the disposal of the family doctor. 
He uses the following means: 
1. Adequate Equipment 
This will vary somewhat with a doctor's tratrung, his particular 
interests and his location. But he must have sufficient apparatus in his 
office or available at his neighborhood hospital to be able to make com-
plete physical examinations. The day is past when all he needed was a 
thermometer, stethoscope, baumanometer, and the stork's black bag. 
He now also looks at films with a microscope, does spinal taps, makes 
hemoglobin and blood sedimentation rate estimations almost routinely. 
He should know what he sees in a sigmoidoscope. He plans to have as 
many of his patients as possible examined in his office, and a minimum 
in their homes. He facilitates this work by having more than one exam-
ining room. He finds a secretary or office nurse invaluable. He learns 
that a diathermy machine and quartz lamp provide the ideal treatment 
in a few ailments. If he lives some distance from a hospital he will 
have much use for a small x-ray machhine. All such equipment will pay 
handsome dividends to the doctor who learns how to take full advantage 
of it. This all calls for hard work and extra study. The primary aim is 
that the office be an efficient diagnostic centre. 
2. An Understanding of the Personality of the Patient 
The public is bringing an increasing number of its physical 
troubles - and bringing them earlier to its general physicians. These 
are the ailments due to germs, viruses, growths, injuries, congenital 
defects and to aging. Whether or not a person develops these depends 
little upon his personality. But to these is being added a whole new 
world of complaints, namely, those arising from the tensions of living. 
Probably half of those today with stomach trouble and one-third of 
those with heart trouble have their complaints originating from their 
way of living. These are only two of the special awards of the twentieth 
century with· its harried pursuit of success and security. The ill health 
of these people results largely from the kind of persons they are. If the 
doctor can show them how to better adjust themselves to their environ-
ment, it is more beneficial than any medicine he can offer. This, how-
80 U.W.Q. MEDICAL JoURNAL 
ever, requires time, infinite tact, and wisdom. What is his hereditary 
background, his past health, his family relationships, and how does he 
fit into his society? What have been his allergies? How has he faced 
the ordeals of life? What is his work ? Such understanding of sick 
people is becoming more and more necessary if we are to meet their real 
needs. The opportunities for the general practitioner pursuing such 
personalized medicine are better than those of any other doctor. Th~ 
surface of this aspect of modern practice has only been scratched. Filling 
this basic want is one of the best reasons why we need a better apprecia-
tion of the possibilities of general practice. 
Also, the public is bringing more of its human problems to its gen-
eral physicians. They are asking advice about their children's behaviour 
and their personality traits. They want to know how best to deal with 
the aged parent who is getting crotchety and forgetful. They ask: 
"Will my child outgrow this tendency to have pneumonia every winter 
which he now has under our present living conditions?" "What work 
should I do after this heart attack?" "How much can I do for my mother 
who is incurably ill?" 
These are some of the significant features of general practice today. 
It includes many behaviour problems which people years ago tolerated 
or even ignored, but for which today they want and expect help. The 
measure of any doctor's success with many of these patients is a personal 
equation. It depends very considerably upon how well he knows them. 
The art of medicine always has been as much humanitarian as scientific. 
It still is. This is especially true of the work of its general practitioners. 
3. Specialists 
Consultants are called in when there is special difficulty in diagnosis 
or treatment. It is a virtue that the more the family doctor knows, the 
more often he detects this need for help. Specialists give this assistance 
freely and unsparingly. To bring these resources to his patient it is 
necessary that the family doctor maintain a general knowledge of the 
accomplishments of each specialty. A word may be said about surgery. 
Modern surgery is very standardized and requires longer training, and 
the general practitioner rarely is justified in performing difficult opera-
tions. He may have to do so in those remote areas without competent 
surgeons. 
4. Hospital Facilities (including such services as x-ray, laboratory 
and nursing) 
Hospitals have been built at great cost by the public. They are for 
sick people and serve as workshops for doctors. They are for the care 
of patients requiring hospitalization and treatment by their family phy-
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sician whenever such treatment is within his competence. Observing the 
application of modern therapy on his own patients under hospital con-
ditions, with its good nursing and with consultants at hand, is most 
desirable if the family doctor is to do good work and to improve. 
Indeed it is difficult to see how he can keep abreast of medical knowl-
edge if he is unable to treat most of his own patients in hospital. 
The correct labelling of ills is most important to the patient. It is 
also important to the doctor. He will worry most and lose most sleep 
when he is unable to recognize the exact nature of the trouble. When 
its nature is determined he often finds that the treatment is standardized. 
Of course it is obvious that this calls for a thorough examination when 
there is any doubt. One doctor told me years ago that when in doubt, he 
always had three consultations with his patient. After that, he said, he 
defied any other doctor to find anything of significance which had 
escaped him. 
The general practitioner has other interests and responsibilities. 
He is an authority on health education. He instructs people in the prin-
ciples of healthy living. He has some responsibility for the health of 
the public when they are well as well as when they are ill. He is often 
asked to speak on health matters at schools, institutes, service clubs, etc. 
This is worth while. It is a way of educating the public correctly, with-
out the sensationalism of the magazines and radio. 
The family doctor is a key person in the field of preventive medi-
cine. He supplies periodic health examinations, immunization of chil-
dren, prenatal and post-natal care, well-baby clinics, and he even takes 
some part in the examination of school children. Some of these activities 
have been taken over by departments of health, largely because the 
family doctor did not seem interested. But most of these services are 
best performed as personal services. Governments recognize this and are 
not anxious to build public health agencies on close personal relation-
ships with patients. In a general way family physicians can do about as 
much of this work as they wish to do. 
The general practitioner is being forced to give more thought to 
rehabilitation, to the return of his patient to work after an illness. The 
patient may have to start gradually or even find different employment. 
Industrial physicians are urging family doctors to study this problem 
more closely. There is a wide field here to consider that of the relation 
to sickness. The emotional adjustments, particularly after a long illness, 
may be more painful and difficult than the physical. 
Many doctors are good business men. They have developed many 
contacts with administrative bodies. They meet these administrative and 
legal requirements by keeping complete records of their work neatly 
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filed. They are dealing with such agencies as the Department of 
Veteran's Affairs, Workmen's Compensation Boards, welfare plans of 
the disabled and old age pensioners, prepaid medical care plans of medi-
cal associations and insurance companies, and, last but not least, with 
the Receiver-General at Ottawa. Most family doctors derive at least lO«J'o 
of their income from payment of services from non-private sources, and 
with some practitioners it probably is as high as 70«fo . Reliable records 
are invaluable. This cannot be over-emphasized. Doctors certify when 
people come into this world and when they leave it. They certify to their 
infections and mental illnesses. From these records expert medical evi-
dence can be given in a court of law. 
Most general practitioners recognize their obligation as ottzens. 
That is, they play an active part in the society in which they live. They 
are contributing thought and effort to non-medical organizations, espe-
cially to those with social service trends. However, probably fewer are 
contributing to church and state affairs than 25 years ago. As it becomes 
more difficult to reach a pinnacle of excellence in medicine more doctors 
seem to feel that it absorbs all their energies. This is probably a retro-
grade change. 
General practice has some weaknesses and pitfalls of its own. One 
of these is that many men attempt it with inadequate training. The 
Section of General Practice of the Canadian Medical Association believes 
there should be a minimum of two year's rotating internship, followed by 
a year's apprenticeship with a general physician. If this length of train-
ing is impossible the minimum would be one year's internship and a 
year with an older doctor. Anything less than this makes it too difficult. 
Thirty years ago the family doctor could obtain much of his knowledge 
leisurely from experience. Not so today. The public expects good 
service from the beginning. 
Another serious hazard is the ease with which the general prac-
titioner can fail to . keep abreast of recent medical knowledge. This is 
due to several factors. One is that general practice lacks the stimulus 
of an exacting specialty, leaving more to the initiative of the individual 
doctor to become and remain competent. Another is that in general 
practice it is so easy to become unduly interested in its humanitarian 
aspects at the expense of the scientific. This tendency can be overcome 
by the family doctor pursuing annual post-graduate studies. At the best 
these becom,t a habit. Associating himself with his local and national 
medical organizations, and taking part in their deliberations, will help 
him greatly. 
We believe that these weaknesses of general practice as compared 
with a specialty may be materially corrected by the establishment of a 
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College of General Practice. The Dominion Section of General Practice 
and its parent body, the Canadian Medical Association, are giving much 
thought to this. It is hoped that it would do for the general physicians 
many of the things that the Royal College has been doing for the mem-
bers of the specialties. It would supervise their education and post-graduate 
work, improve the standards and status of general practice, and act as a 
repository for its traditions.2 The younger men particularly would be 
helped. It woul<l confer on general practice a few of the characteristics 
of a specialty without it becoming one. 
Some general physicians work too long and too strenuously. But 
many of them have learned that office hours can be observed. The 
younger people especially attempt to respect the doctor's wish for regu-
lar work hours. Relief on Sundays and holidays is often obtained 
through co-operation with colleagues. It need not be the steady grind 
that it often is pictured. It depends largely on the physician himself. 
Give some thought to partnership and clinic practice. Four years 
ago there were 85 partnerships in Ontario. Today there are about 140. 
The number of clinics has not increased so rapidly. Group practice has 
many advantages for the doctor whose temperament is right for such 
close association. It encourages better work when the individual doctor's 
efforts are always under review by another. It permits division of labour: 
one member of the partnership may like children's work, geriatrics or 
psychiatry. If so, he has a better opportunity to improve h~l£. 
It allows more time for post-graduate study. In a clinic in New Bruns-
wick, consisting of four men, three only are working in any one month. 
In a clinic in Quebec province one of the terms of their contract is that 
the doctor devote one day each week studying and observing in Montreal 
hospitals. 
Choose your location carefully. Perhaps you are the type who likes 
rugged living. If so, there are many places open to you. Per~aps a small 
town practice appeals to you. If this is true, take plenty of time to look 
over the .promising places, because the one you choose ntay well be your 
home for a long time. If a city practice is your aim your choice should 
be given serious consideration. An acquaintance carried his search to 
its logical conclusion, though his method is impractical for most of us. 
He wished to live permanently in Ca:lifornia, Bermuda or Vancouver. 
So he interned for six-month periods in each of those places. He chose 
Vancouver. 
Is there a convenient hospital? This is a most important considera-
tion. More and more medical care is being concentrated around hospi-
tals. More people have hospital-care insurance. This makes it more 
2Dr. Hurst: British Medical Journal. 
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difficult to build a practice a considerable distance from them. More-
over, our modern roads and telephones are making hospital facilities 
quickly available to large surrounding areas. The result is that many 
of our hamlets and villages may not need a resident physician. 
Conclusions 
General practice has some unique and positive features of its own. 
All respect to the revered family doctor of the past. His traditions and 
ideals of service must be preserved. And on this sound foundation can 
be built services that take full advantage of the recent rapid evolution 
of medical science. The general practitioners today can be firmly linked 
with the latest scientific techniques and with modern medical care. 
Many of theni are proving that this can be done. They do so with ade-
quate preparation for it and by making use of all the aids and facilities 
that are being placed at their command. With these conditions met 
general practice can be as interesting, rewarding, and satisfying as the 
pursuit of any other branch of medicine. 
A committee of the British Medical Association recently analyzed 
the various functions and responsibilities of a general practitioner 
service for England. In its report it attempted to state the personal 
qualities of an ideal general practitioner. 
"He should have tact, wisdom, patience and discretion. He needs 
to be gentle, yet firm in speech and action, and his manner must inspire 
confidence and trust. He should have a kindly approach to his patients, 
and, however, he may be pressed for time, each patient should be made 
to feel that his illness is of real concern to the doctor. The general 
practitioner needs a· deeply imaginative sympathy which enables him 
to understand his patient's fears, anxieties, pain, and discomfort. The 
general practitioner is all things to all men; he is a guide, philosopher, 
and friend to all classes, and shows himself equally at ease with the 
duke and the dustman, th_e bishop and the boilermaker. Such "bedside" 
qualities must be applieq through scientific methods - observation, dis-
crimination, selection, diagnosis, and deCision. His general conduct in 
professional and private life should be guided by his high moral 
principles." 
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M. R. Stalker, MD. 
The pros and cons of individual, dual, and group practice in 
medicine are discussed by a man who has been active in all three 
manners of general practice. 
A GRADUATE in medicine today has a minimum of eight years of university training. A large number add from two to five or more 
years of post-graduate training before starting their career. It is to be 
expected that each individual will give much thought to how best to 
practise. A few will enter pure research, a number will qualify as 
departmentalized speciaHsts, but the large percentage will choose as their 
career that of general medicine. Having made this decision he or she 
will wonder whether to practise alone, with a partner, or in a larger 
group. 
It was possible a relatively short time ago for a practitioner prac-
tising alone and without much equipment to supply a large percentage 
of the total medical service. As a result of the progress made in the 
science of medicine during the past century this situation has changed. 
The scope of the whole of medicine today is so vast that it is inevitable 
that it is the work of many to supply the whole preventive and curative 
m'edicine. Medical care has become one of the necessities of life. Slowly 
methods are evolving so that this service may be available to all citizens. 
Let us first draw attention to a contradiction. It has just been stated 
that it is the work of many to deliver the whole medical service. 
Considering its many intricate parts, the patient is unable to choose the 
various departments required to obtain the precise service required. 
We have many centuries of precedent and tradition and it is to be ex-
pected that the patient will apply to an individual physician. It is this 
individual physician, let us call him the primary physician, who holds the 
key to this complicated modern medical service. It is he or she who has 
the most serious responsibilities to both patient and to our profession. 
Therefore it would seem that in the evolution from the old order to the 
new that we must try to keep before us the importance of the primary 
physician. May we hope to find ways and means to incorporate the 
benefits associated with the art of individual practice with the necessary 
team work in modern day medicine. 
86 U.W.O. MEDICAL JOURNAL 
In this discussion of how best to practise, may we approach the 
question by studying some of the factors which appear to be important 
in successful practice and also remembering the changing order of 
modern times. 
The Primary Interest of the Physician 
A life of any physician, regardless of the field of practice, whether 
as an individual or in association with others, is not an easy one. The 
responsibility of the well-being and continuation of human life is serious 
and has no respect for the con:(fort of the physician. It is so important 
that he or she has a really great interest in medicine and a liking for 
people in general. It is so evident that if a practitioner has a diagnostic 
ability that other parts of his management will be correspondingly good. 
With this diagnostic interest then again the primary physician becomes 
the most important individual in all preventive and curative medicine. 
When we consider the difficulties encountered in the wide field of 
diagnosis, the need of equipment and easy consultation with other physi-
cians becomes very evident. 
Training and Continuing Education 
While it is true that in the past there have been many excellent 
self-trained physicians and that some ripen with experience much more 
rapidly than others, the quality of practice generally varies with the type 
and amount of training. If diagnosis is the greatest asset then training 
towards this end with a good knowledge of the basic sciences should be 
an objective. Added to undergraduate and iiQIDediate post-graduate 
training, a program of continuing education is essential. The possibilities 
of university post-graduate activities are numerous and easy to obtain. 
There are, however, many other opportunities close at hand, inexpensive 
in both time and money. To cover all the medical literature is impossible, 
but even a moderate reading program returns rich dividends of satisfac-
tion in practice. It is not possible for many to attain to Sir William Osler's 
"day-tight compartments", but it is not too difficult to arrange a program 
so that each day and each week will mean an added educational exper-
ience. The possibilities of journal clubs, small seminars, frequent ward 
rounds, and conferences are very great. The leadership in this type of 
continuing education is seen in all university centres and to a less extent 
in non-university centres. With an inquiring mind and a friendly un-
selfish attitude any two physicians, even practising as individuals and 
in the most remote district, can have a successful continuing educational 
experience. This should be and is one of the greatest reasons for not 
practising alone. The daily contacts with associates, the consultations 
formal and informal, the reporting of what has been read, heard, and 
seen is something which the individual working alone does not have. 
MARCH, 1953 87 
---Why Practise Alone?--------------
The Humanities 
With the increased benefits which can be obtained from modern 
medicine the responsibilities can become very onerous. The public can 
.demand more than the individual physician's strength of mind and body 
can supply. There is also the danger that as a profession we are be-
coming too enanmured with science to the detriment of the humanities 
in medicine. 
As a profession we may well ponder this problem. Can we as 
individual physicians hope to cope with all these factors? Yet it is the 
primary physician, the one to whom the individual first applies, who 
should understand these imponderables. It is the family doctor who 
understands the idiosyncrasies, the social and economic background. 
It is he who truly understands the doctor-patient relationship. Down 
through our history this has been so much a part of our social fabric 
that the doctor is a member and counsellor of every home. · 
We cannot permit science to destroy these valuable traditions. 
We have reason to believe that state-controlled medicine in any form 
will likewise destroy them. Yet medical science has given us untold 
benefits. What is the compromise? Can we not evolve a system of pro-
fessional unity so that we may preserve the humanities in the art and 
science of medicine? There is good evidence and experience that group 
practice which has an understanding of these basic ideas can be this 
compromise. 
Professional Uoity in the Delivery of Medical Care 
Our profession is one of the greatest fraternities in the world. It is 
the greatest service club. It cuts across all the intolerance of race, creed 
and politics. It is interesting that, like other fraternities, politicians, 
governments, and dictators have endeavoured to persecute us and take 
_from us our freedoms. This has had a benefit in that it has improved 
our unity. 
We have made great strides in some fields but have not completely 
succeeded in others. Benefits of · scientific research are available to all. 
Post-graduate medical education is widespread and easy to reach. A 
medical degree is the pass word for a physician in this fraternity through-
out the western world. Organized medicine has greatly added to our 
unity. 
It is at the physician-patient-consultant level that our unity needs 
improvement. The opportunities are vast for the benefit of the patient 
and the continuing education of the doctor. Individualism has hindered 
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unity. Hospitals and consultants have not always cooperated with the 
attending physician due to lack of time or discipline. 
Group practice has sometimes been looked upon as a closed cor-
poration to protect the members within the group. When the members 
within the group have failed to understand and practise the broad prin-
ciples of ethics, this can happen. It is unnecessary. A partnership or 
group situated in any location can be of assistance in furthering pro-
fessional unity, assisting continuing education, and improving the de-
livery of the art and science of medicine. 
Discipline Associated With Practice 
It appears that each human considers that his problem, since it is 
part of his personal mind or body, has priority over those of all others 
and requires emergency attention. Long-standing tradition has created 
precedents and practices that are difficult to change. 
We cannot neglect to care for emergency illness and accident and 
should by professional unity so arrange. We should, however, also 
arrange that the remainder of the service is taken care of during the 
standard work day and week. If the physician is to have time to think, 
to study, to know his family, to worship, and to play he must establish 
discipline of time in practice. 
Those who have and are practising alone know how extre~ely 
difficult this type of discipline can be. The great majority of individual 
physicians have failed to establish any form of discipline. The result 
can only be disorganization, poor practice, and general loss of prestige 
to our profession. 
Partnership and group practice will not cure all these problems. 
Those who have known both methods acknowledge much improvem~nt. 
In connection with all medicine, but more especially with health 
insurance, there has developed the need of another discipline: that of 
quality practice. It is easy to understand, considering the increased de-
mand by the public, emergencies, and the uneven l?ads in practice, that 
armchair medicine has developed. It is inevitable that the quality of our 
service and our prestige wiJl depreciate. This discipline will be difficult 
to apply. Interest in medicine is the antidote. Professional unity in all 
its ramifications must cope with this malignant situation that is develop-
ing among us. It has been suggested that medical audit is the voluntary 
policeman to attend to this discipline. If such is the development then 
partnerships and groups with their necessary records will assist greatly 
in this work. 
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Teaching in Practice 
Hippocrates laid down the principle of preceptorship. This has been 
developed fully in the training for special departments. The training 
for general medicine and general practice has been neglected. There is 
no field in which the need is greater or the results more productive for 
good. If the principle of preceptorship is accepted then that is other 
than practising alone. The organization to carry this out is not difficult. 
The linking of this to university centres has already been started. This 
will surely improve professional unity and is one development which 
this generation may well succeed in accomplishing. 
A Physician's Career 
At the beginning of this century a physician developed from family 
doctor to specialist. That rarely happens today. There is some evidence 
that there could be a place for both forms of training. 
A successful physician has reached his peak at the age of forty and 
the next ten years are his most productive. It may seem an exaggeration 
to say that he should be planning his retirement from the age of forty. 
At that age he should do that part of medicine in which he excels and 
leave the rest to others. Those who are in practice alone know how 
difficult this is to accomplish, but in group practice it is the natural 
thing to do. 
These are some of the factors which the author feels are important, 
not only for successful practice, but also for the well-being of our pro-
fession. It is evident that he believes in not practising alone. In order 
to complete the discussion the other side of the debate should be 
presented. 
Since, however, in this discussion we have decided in favour of 
partnership practice we should discuss what is essential in making such 
practice successfuL The scope of this paper can only touch upon the 
principles. Such methods ~f practice have been present for a very long 
time. Traditions, practices, and precedents have been developed. Things 
to do and things not to do should be easy to find. Yet it is true that 
some groups are successful and others equally unsuccessful. It is sug-
gested that those who contemplate such method of practice should live 
in the atmosphere and activity of a successful group before starting or 
entering such. 
Legal agreements are essential and many details are necessary. 
Sound business practices rn:ust be followed. A real interest in medicine, 
high standards of ethics inside and outside the group, strict honesty, and 
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unselfishness are basic fundamentals without which a partnership can-
not succeed. 
The personalities of the individual partners is, of course, extremely 
important. Egotism is an incomparable ingredient, while the ability to 
work as a team is the enzyme of success. This team work implies willing-
ness to accept a common pattern of direction. The advantages and dis-
advantages will be mentioned very briefly. The opportunities to have 
a greater interest in medicine, the means of continuing post-graduate 
education from day to day, companionship, and help in time of need 
are some of the advantages. The possibilities of developing discipline 
within practice and thereby increasing the prestige of our profession 
should be great. The means of developing professional unity within 
and without the partnership, and by this means finding a solution to 
the problems of delivery of modern medicine is an interesting experiment. 
The disadvantages are largely associated with the personalities of 
the partners, an ineffective basic agreement, and its executive leadership. 
It should be mentioned that because of overhead the economic return 
is often less than in individual practice. If, however, consideration is 
given to holiday time and other similar advantages, this criticism is not 
very valid. A critic recently made this state~nt, "Group practice in the 
hands of unscrupulous men is a menace to medicine." This is, of course, 
all too true. Unscrupulous physicians have no real interest in our pro-
fession, do not practice ethically, and are dishonest and selfish. They 
cannot succeed for long and we should find ways and means of dis-
crediting them. 
A graduate of medicine must make a primary decision as to his 
career. He or she can choose scientific research, departmental specializa-
tion, public health, general medicine, or a combination. He or she must 
then decide whether to practise alone or as a mell\ber of a small or large 
team. In making these decisions the possibilities of having a greater 
interest in medicine, being able to continue learning, and of teaching 
should be important. It is also hoped that by professional unity and 
discipline in practice the present generation of graduates will not only 
increase our prestige, but also will bring to the greatest number the 
practice of medicine as a science and an art. 
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Dr. G. E. Hobbs: 
ONE SELDOM encounters an individual regarded as an authority in such varied fields of medicine as education, practice, and research. 
Yet even when one does find such an individual, it is even more excep-
tional to find that he commands respect from the most junior medical 
student to the senior specialists in the medical profession. Such a per-
sonality is found in Dr. G. E. Hobbs, B.A., M.D., M.P.H. 
Born in Toronto in 1907 he graduated from the University of 
Toronto, faculty of Honor Science, in 1930, and from the faculty of 
Medicine in 1933. On graduation from medicine he won the silver medal 
and the Canadian General Hospital Memorial Scholarship in Medicine. 
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After he completed his internship at the Toronto General Hospital he 
joined the Ontario Hospital Service, winning the gold medal in his diplo-
mate examinations in psychiatry. In 1937 he was appointed the director 
of mental health services for Western Ontario and was made an instruc-
tor in psychiatry at the University of Western Ontario. Six members of 
the first class to which he taught psychiatry at Western pursued further 
training in this field after graduation, and three of them, as a result 
of his influence, have made their life's work in psychiatry. Little more 
need be said regarding his ability as a teacher in this field. 
In 1940 he was awarded the Rockefeller Research Fellowship 10 
Neurology and he studied under the famous Dr. Hueston Merrit at 
Harvard and the Boston City Hospital. The reputation he left behind 
him has enabled many young doctors from our school to achieve post-
graduate training in Boston with little more than a nod of approval from 
"Eddie". Following his fellowship training he was granted his Ameri-
can Diploma in Psychiatry and Neurology. It takes little imagination to 
see why he was appointed as Chief Psychiatrist of Military District # 1 
and later as consultant psychiatrist to the Director General of Medical 
Services in the Canadian Army. 
Following his retirement from the army he stu.died at the Michigan 
School of Public Health, receiving his degree of Master of Public Health 
in 1946. On his return to the medical school staff he was appointed 
Professor of Clinical Preventive Medicine and in 1947 ,was made Assist-
ant Dean of the Medical School - an office which he continues to hold. 
In 1951 he was appointed the Michael Fran<:is Fallon Memorial Professor 
of Clinical Preventive Medicine, and in 1953 he was made the Professor 
of the combined Departments of Psychiatry and Preventive Medicine. 
The reader might wonder how one man with so many obligations 
could at the same time direct research problems and enable numerous 
post-graduate students to achieve their higher degrees; yet we have just 
begun to touch upon the works and responsibilities of Dr. Hobbs. He is 
an examiner of the American Board of Psychiatry and Neurology, a 
member of the Conference of Professors of Preventive Medicine. He sits 
on three committees of the Canadian Medical Association and also is a 
member of three boards und~r the Department of National Health and 
Welfare and is a member of four committees of the Ontario Medical 
Association. When one adds to the above his duties with the Defense 
Research Board; his consultant roles to the Alcoholics Research Founda-
tion; to the Victorian Order of Nursing, the School of Nursing and 
Westminster Hospital, one might wonder where he still finds time to be 
a member of the Conference of Industrial Physicians, the Medical Coun-
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cil of Canada, and the Association of American and Canadian Colleges. 
It is little wonder that such a man has been asked to deliver papers at 
the first world Conference on Medical Education and the Fifth Inter-
national Conference on Mental Health, both of which are to be held in 
England this summer. 
It seems next to impossible that he finds time to be a leading orni-
thologist in the district as well as an expert photographer and a budding 
golfer. You have just met a man who works for the most part behind 
the scenes and could be described in no other terms but exceptional. 
----~~~~Gi .. --------------------~-----
1. Rheumatoid Arthritis 
Anaemia 
leukopaenia 
Splenomegaly 
Cutaneous pigmentation. 
2. Quiet heart 
High venous pressure 
Ascites. 
3. Downward thrust of trachea in 
systole. 
4. Female, age 62 
Deepening coma 
Hyperpyrexia 
Pin-point pupils 
(What was found at death p.m.?) 
5. Mass high in ileocostal space 
Nauseating pain on pressure. 
6. 16 year old 
left leg longer than right 
Circumscribed area of increased 
surface temperature in left leg. 
7. Ptosis 
Ophthalmoplegia 
Firm stony mass in neck. 
8. Male, 52 
Nocturia 
Slight difficulty on micturition 
Pain in lumbar region with ten-
derness 
Pain in hip. 
9. Translucent swelling in anterior 
triangle of neck in 3 year old. 
10. Elderly male 
Excess salivitation. 
Absorbent cotton in ear. 
11. Discrete elastic glands in anterior 
triangle of neck 
Palpable glands in axilla and 
groin 
Palpable spleen. 
(Answers on Page 110) 
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The Doctor as a Citizen: 
E. Kirk Lyon, M.D., F.A.C.S. 
Though general practitioners may well point with pride to 
the high standard of medicine practised in Canada, are their con-
tributions to the general detJelopmnt of society adequate? The 
doctor has a pari to play as a citizen in his community and in its 
detJelopmenl. Dr. Lyon tells how the G.P. may do this in con-
junction with his practice of medicine. 
THE EDITORS of this Journal invited me to contribute an article on "The Doctor as a Citizen". I feel in no way qualified to write on 
such a nebulous subject and can only set down on paper my personal 
feelings. Why should anyone who enjoys the privileges of life under 
a democracy have to think about his duties as a citizen? It should be 
automatic that a person living in such a country as Canada should be 
a good citizen. 
Medicine as a profession has long held an enviable position in the 
history of the world. Since the time when Hippocrates first set down 
the original code of ethics for the practitioners of our noble calling, the 
place of the doctor in the respect and affection of his fellow citizens 
has steadily risen. The public have come to regard the doctor of medi-
cine on a par with the clergy and sometimes next to the Diety .. 
Our profession has been recognized by gov~rnments the world over 
and has been granted privileges given to few other classes of citizens. 
In ~st countries the medical profession has been given the right to 
officially record the entrance and exit of its citizens. They have been 
granted by law the right to use the title Doctor, which is an insignia of 
higher learning. In our own country of Canada the designation Doctor of 
Medicine and Surgery has come to mean that by law the holder of that 
title is deemed a fit and proper person to practise the profession of 
medicine and care for his fellow citizens. Most important of all through 
the ages, we have been accorded the privilege by our patients of being 
the custodian of their fears and hopes as well as their physical ailments. 
The profession has done much to merit this confidence. The ever-
increasing search on the part of the medical profession for new methods 
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of attacking disease and suffering have earned the respect of the public 
and governments alike. By careful application of the proven advances 
in medicine, the rank and file of the profession are gradually pushing 
back the frontiers, and opening up new eras where diseases formerly 
crippling in mind and body are being wiped from the face of the earth. 
On first thought you may say, " If we as a profession confine our 
activities to this great work, we will have carried out all that can be 
expected of us". While I would be the last person in the world to sug-
gest to a trained practitioner of medicine that he should neglect his duties 
as a doctor, it see~ to me that we doctors owe something more to our 
fellow citizens than to become medical vegetables. A cabbage may be the 
largest cabbage in the patch but it is still a cabbage, and although a 
doctor may be successful in his practice from a professional and monetary 
standpoint, unless he bears his share as a citizen to his community, he is, 
in my opinion, only carrying out part of his reason for living. 
A democracy is possible only because of the sum total of the efforts 
of many people and if we, as doctors, believe in democracy we must do 
our share to make it work. If each one does not do his part, infinitesimal 
though it may be, how else does civilization flourish? 
A doctor of medicine has a long and arduous training. During the 
undergraduate years many hours are spent studying subjects which to 
the medical student, sometimes seem far removed from the task to which 
he has set himself, namely, the obtaining of his medical degree. How-
ever, I suspect that those charged with the formation of the curriculum 
have interposed these sometimes. onerous subjects with the idea of stimu-
lating the mind of the medical student and the hope that there will 
develop in him and her, the ability to think arid reason. Therefore, if 
we admit that the mind of the medical graduate has been so trained, 
does it not fit him particularly well not only to ·practise his profession 
but to become an active worker in th~ life of his chosen community. 
A doctor's training and experience in dealing with all classes of society, 
rich and poor, educated and uneducated, should breed within him a 
tolerance for the opinions of others which should be valuable when 
applied to community life. 
There are some among our ranks who say, "doctors have no busi-
ness being mixed up in affairs outside of their profession". Such a phil-
osophy is not only selfish but dangerous. Dangerous not only to our 
profession but to the public whom.' we serve. If we as doctors, learned 
men, allow the political demagogues to decide what is best for the health 
of our fellow citizens, to impose on our country ideas which are unsound, 
then we have no one to blame but ourselves. Apathy is a dangerous thing! 
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Another reason why we as a profession should take an interest in 
the affairs of our country is that we owe a debt to society. Although 
we know all too well the high cost of a medical education, let us not 
forget that without the help of the public purse, our universities and 
hospitals wherein we train would be an impossibility. Should we then 
not make some attempt to pay our debt to society? Should we not 
attempt to repay our teachers and professors who struggle with us during 
our early years and should we not do our best to preserve the founda-
tions laid down by our forefathers in this great country which is now 
only on the threshold of its development ? 
How then, besides being good practitioners of medicine, can we 
contribute to society? It is not given to all of us to become Bantings, 
Flemings, Listers and Pasteurs, and go down in history as great benefac-
tors of the human race. Most of you who are now students will event-
ually find your level in some city, town, or village and settle down to 
practise your profession. Wherever your footsteps lead there awaits you 
a challenge as a citizen of this country of Canada and no matter how 
small your part rqay seem, it is the sum total of effort which makes for 
a better world. The worker in the service club, the man who serves on 
his local school board, hospital board, or church committee contributes 
to the welfare of his community and by making that community a better 
place in which to live, so contributes his share to the common weal of 
our country. The doctor, by virtue of the high regard with which his 
calling has endowed him, by virtue of his training to think and reason, 
.is particularly well fitted to take not only a place but often to assume 
leadership in these comQ}unity activities. 
The profession has an enviable record in this regard. It has been 
gratifying to see the prominent place as citizens which our profession 
has assumed. Many of the school boards of our country are manned in 
part by doctors. Almost every church in our land numbers among its 
leaders a doctor. Service clubs seek as members our profession and 
occasionally you find a doctor ready to assume high office in our muni-
cipal, provincial and federal governments. 
There are sometimes found what I like to term as Joiners- men who 
become members of every lodge, society and organization possible and 
yet take no interest in the work of these bodies. One cannot condemn 
too heartily such individuals. They are of little use to the groups they 
join. Better to choose one facet of colllDiinity life where a man's talents 
may be put to work and to take an active interest in that alone. 
We hear a great deal today about the need for public relations per-
sonnel. The best public relations personnel we as doctors can obtain, is 
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the individual doctor. By fair dealing and common honesty with our 
patients and assuming our rightful role as citizens of our communities, 
we can do more to preserve our place in society than all the paid propa-
ganda in the world. 
I cannot close this discussion without urging you, my confreres of 
the future, to exercise your privileges as citizens within your own pro-
fession. It is not only the privilege but the duty of every doctor to take 
an active interest in the affairs of his profession. Through your county, 
provincial, and dominion medical associations you can contribute to the 
welfare of our profession and to the citizens of Canada. Our profession 
is crying for leadership in what is sometimes called Medical Politics. I like 
to think of it as Medical Statesmanship. To you, the doctors of the future, 
will fall the task of preserving that which is good and adding new con-
cepts in the field of medical economics as well as medical therapeutics 
to the end that the Canadian people will become a healthier and happier 
race. 
If I might rem:Od you in closing of an old motto which contains 
these words: · 
I shall pass through this world but once. Any good things 
I can do, therefore, or any kindness I can show to any human 
bein& let me do it now, let me not defer nor neglect it, for I shall 
not pass this way again. 
This could sum up the code for living which might well guide the doctor 
as a citizen. 
Make the practice of medicine your vocation; let community service 
be your avocation. Remember that the measure of a man's life is not its 
duration but its donation. 
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Ethics of General Practice: 
Glenn Sawyer, M.D. 
How should I set up a practice? What are my ethical respon-
sibilities to my patients, to the medical fraternity, and to the com-
munity? What is the best way to deal with insurance companies? 
What is the interne's responsibility? These are the questions the 
recent graduates of medicine are asking. Here, Dr. Sawyer, Execu-
tive Secretary of the Ontario Medical Association, clarifies many 
of these perplexing and important considerations. 
YOUR EDITORS-IN-CHIEF, in assigning this subject, very kirrdly inti-mated certain aspects that might be of particular interest to the readers 
of the Journal. They suggested that I might consider the ethical relation-
ship of the general practitioner to his patients, to the medical fraternity, 
and to society at large. They thought those about to graduate would be 
interested in the ethical procedure in establishing a practice. These are 
all very important parts of the subject of ethics, and I will attempt to 
comply. I would like to add two other considerations that will be of 
importance to all medical students. These are first of all, the ethics of 
an interne, and lastly, the ethics involved in dealing with insurance com-
panies, prepayment plans, and any other third party groups which are 
becoming increasingly common in modern-day practice. 
In considering the subject of ethics we should first of all give 
thought to the meaning of the term. Dorland's American Medical 
Dictionary defines medical ethics as " the rules or principles governing 
the professional conduct of medical practitioners". These rules or prin-
ciples have become established over the year~ by the members of the 
profession. They have no legal standing except to those portions which 
come under the same law as governs society as a whole: they are, as the 
definition suggests, principles of conduct. They are no different for gen-
eral practitioners than for any other section of the profession. 
The Canadian Medical Association has enunciated a Code of Ethics, 
and the Ontario Medical Association, which is the Ontario Division of 
the Canadian Medical Association, has adopted that code. It should be 
compulsory reading for all final year medical students. 
Let us consider then the ethical relationship of a general practitioner 
to his patients. What do patients expect of their family doctor? They 
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expect him to be able to give them some care in every illness. They ex-
pect that he will either be available when they need him or that he will 
have arranged adequate provision for their care. They expect that his 
primary concern will be the treatment of their sickness, and all other 
considerations will be secondary. They expect that if they have some 
condition that is difficult to diagnose or treat that he will ask one of 
his confreres to aid him. They expect him to give care within the limita-
tions of his training, skill, experience, and judgement. They do not 
expect miracles but they do expect, no matter how hopeless their con-
dition, that he will be a constant source of inspiration and encouragement. 
Perhaps on reading the precedent paragraph you may think that 
patients expect too much. The longer one is in practice, however, the 
more one realizes how ~ch patients overlook iQ. relation to the small 
amount of complaining they do. 
How can one carry out the ethics involved in caring for patients 
in a general practice? First of all when a patient consults you, he is 
entitled to a complete history and careful examination. These are things 
that are stressed throughout our medical school training and yet so often 
we forget, we are in a hurry, or feel that we can make a snap diagnosis. 
A complete history and examination does more than help you make a 
diagnosis; it makes that patient your friend for a long time. Patients 
feel that once a doctor has listened to their story and done a thorough 
examination, he knows all about them. They will co~ back many miles, 
five years later, because they feel that you will know what ails them. 
Having done the examination, including such special procedures as 
can be done in the office that you think are indicated, you can, in the 
majority of cases, arrive at a diagnosis. Then comes the question of how 
such a patient should be treated. Here, for the first time, one has to 
consider the financial position of the patient. There is little point in 
prescribing the most expensive mixture in the book if the patient takes 
it to the druggist and cannot afford to buy it. Chances are that some 
simple remedy will produce the same results without crippling the patient 
financially. 
A common complaint against members of the profession goes some-
thing like this: "I went to a doctor but he didn't seem interested in me". 
In that case one can read between the lines and see a patient with many 
complaints but few findings. That type of patient makes a considerable 
percentage of a general practitioner's practice. They neither expect you 
to cure them overnight; nor do they expect unending variety of medicine. 
They do expect and deserve your kindliness, and your interest in their 
illness. 
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Free Otoice 
Sooner or later a patient will leave you. You will be somewhat 
upset, particularly if you have but few patient s. You will see someone 
and do a most careful examination, and tell the patient that no surgery 
is indicated. A week later you will see that patient booked for surgery. 
Again you will be upset. My advice is - don't be. If you are careful 
in your examination, you need have no fear. Many of those same patients 
will return and the next time they will not desert you so quickly. Do the 
honest, ethical thing by your patient and in the long run he will appre-
ciate it. This. is an example of that important but intangible entity, 
the doctor-patient relationship. It is also an instance of the exercise of 
freedom of choice, a principle we hold dear. Patients come to you because 
they freely choose you to be their doctor; they may leave you because 
they choose to do so. Patients are not your property, they are free agents 
in selecting their medical advisor. 
Incurable Disease 
What about the patient who has an incurable disease? Should you 
tell him ? That decision is a difficult one and varies with different 
patients. One should always tell the closest relative; sometimes one 
should tell the patient. When you start practice it is better to err on 
the conservative side, and tell the relatives. 
The ethics of a general pra<:titioner with his patients is really a 
simple matter, be thorough, be honest, be interested, and, not least import-
ant, be available. 
Relationship With the Profession 
The relationship with other members of the medical fraternity is 
most important in general practice. A happy relationship is wonderful 
for you, for your confreres, and for the people of the community. This 
can be accomplished by giving your patients your opinion based on the 
results of your examination and making no comments on stories told 
about your confreres by well-meaning individuals. It can be accom-
plished by respecting the rights and privileges of your fellow practi-
tioners. If a doctor goes away and you see his patient, he expects to 
have that patient returned; if hospital beds are at a premium he expects 
you lo admit only emergency cases and not fill the beds with pseudo-
emergencies. He expects that you will respect his opinion even if it 
differs from your own. He expects that you will share with him new 
knowledge gained in books or at refresher courses. He expects that, 
when he is busy and you are not, you will see an urgent case quickly 
and with good grace. 
The general practitioner has certain special ethical relationships 
with consultants whether they be specialists or fellow general practi-
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tioners. One advises a patient to see a consultant in certain instances 
that may involve diagnosis or treatment. The consultant then is seeing 
the patient as a favour to you. He deserves the utmost consideration. 
This includes either a telephone call in which you give him the history, 
your tentative diagnosis, results of investigation, and the treatment used 
to date. If a telephone call is not feasible, these details should be written 
out and sent with the patient. You should also indicate whether the 
patient is sent for opinion only or whether you wish the consultant to 
institute therapy. Consultations approached in this manner are ethical 
and will prove most satisfying. 
If the consultant is able to see the patient locally, every effort 
should be made to be present. This is appreciated by both the patient 
and the consultant. 
Relationship to the Community 
A general practitioner has a definite responsibility to society as a 
whole. He is an educated member of the community and the people 
have a right to expect that he will use his special talents on their behalf. 
They have a right to anticipate that a doctor will be willing to give talks 
on medical subjects of general interest. Ethical behaviour would indicate 
that you would give a composite medical opinion and not use the occa-
sion to expound some private theory. 
The public expects the general practitioner to guide its thinking in 
problems of medical economics. The doctor can tell the public why the 
medical profession believes that a certain course of action will be bene-
ficial to society as a whole. 
Starting in Practice 
Starting in practice has special ethical problems. First of all there 
are a few things about the location of a practice. Should one buy out a 
practitioner or start on one's own? That is purely a matter of decision. 
The best way to decide is to determine where one wishes to live. That 
will prove to be the best location. 
Having decided on a community, one should visit the other prac-
titioners and inform them that he is going to start practice. Some may 
attempt to discourage him, but that is to be expected. In this present 
age, however, he will likely be greeted with open arms. The older prac-
titioners will be willing to give him good advice about office location, 
needed equipment, and acquaint him with local customs. 
In somi.e localities doctors put a small notice in the ~ommunity paper. 
You can decide about that. If it isn't done, don't do it; if it is done, 
conform to custom in the size of notice. Similarly, your nameplate at 
the office should be in conformity with those in use in that area. 
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Soon after you get started you will be asked to make a call because 
the patient is unable to get his own doctor. These patients should be 
seen if you have satisfied yourself by a phone call that their own physi-
cian is unable to see them, but they should be returned to their own 
physician when he is again available. This is also true when patients 
come to the office and tell you the same story. The return of these 
patients will establish you in the eyes of your fellow practitioners as an 
ethical doctor. 
Then some patients will leave their former doctor and come to you 
because they feel you know all the up-to-date methods of diagnosis and 
treatment. This is rather flattering, but sometWes in their first serious 
illness they will want the opinion of the older man (this will happen in 
cases you feel to be straightforward). Never hesitate to comply with the 
patient's wishes. You have nothing to lose and the patient will be 
grateful. 
A young man beginning practice should expect to make many night 
calls, some at the request of fellow practitioners. He should see the acci-
dents and the transients. There will not be much remuneration but they 
are all the responsibility of the profession and you have the time to devote 
to them. 
You need never hesitate to discuss your problems with the other 
men. Often this <:an be done informally or sometimes in formal con-
sultation. They appreciate your knowledge and you should respect their 
wisdom. 
You should establish an adequate records system. There are many 
types, and your confreres can give you good advice from their exper-
ience. You should send out your accounts regularly and use good 
judgment in collecting them. To use pressure on those unable to pay 
does nothing but give you an undesirable reputation in the community. 
Never get the idea that you are so indispensable that you cannot go 
away for post-graduate courses. Be sure you have someone available to 
take care of your patients. They will not leave you but will respect your 
desire to keep abreast of modern medicine. 
Internship 
It might be appropriate to say just a few words about ethical <:on-
duct as an interne. You go into a hospital immediately after writing 
your final examinations. You feel that you are well supplied with 
knowledge and know just about all that is important in the realm of 
medicine. Your internship is designed to help you apply that knowledge. 
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It should help you acquire the arl of medicine. There will be an oppor-
tunity to learn about people from all walks of life. Your success in 
practice will be determined to a large extent by your willingness to give 
of your time and your interest to acquire an understanding of all the 
factors connected with ill health. The development of purely mechanical 
ability will leave you ill-equipped for general practice. · 
Internship also gives you an excellent training in working with 
other doctors. You may not always agree with the diagnosis; you may 
have other ideas regarding therapy, but you must never by word or 
gesture suggest that to the patients. If you treat the patients of all 
doctors ethically you will gain the confidence of the attending staff and 
quickly be given more and more responsibility. If, however, you indicate 
to patients that you disagree with the attending physician you will lose 
the respect of both patient and physician. 
Do not adopt a superior attitude to the outside referring doctor. 
He may know a great deal about the patient which is unknown to you. 
He has not at his disposal all the diagnostic facilities which are yours to 
apply, and it was to obtain these advantages that he referred the patient 
to hospital in the first instance. 
Prepayment Plans 
The rapid increase in voluntary prepayment health insurance plans 
brings new problems to the physician. In dealing with a patient directly 
there is little difficulty in arriving at a just fee for the service rendered, 
taking into consideration the financial position of the patient. When, 
however, the patient has protection of an insurance type there is a ten-
dency to forget both the patient and the principle behind prepayment 
health care. The account is being rendered to a~ impersonal company; 
there is a feeling that funds from that source are unliniited and some-
times the account rendered is vastly cljfferent than would have been ren-
dered to the patient directly. All one should expect of insurance is that 
the patient has been able to buy approximately the same protection as 
he would have been able to pay without the insurance. The value of the 
service should not depend on who is paying the account. 
These thoughts have been born of some experience, with its inevit-
able mistakes, some reflection, and some conversations with a public 
which hopes that the principles governing the medical profession will 
continue to be those known and respected for many generations. 
A general practitioner will never have any difficulty in the matter 
of ethics if he adopts as his watchwords one sentence taken from the 
Canadian Medical Association Code of Ethics: For the honourable physi-
cian the first consideration will always be the welfare of the sic/e. 
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Thoughts on Training: 
for General Practice 
W. G. Green, M.D.C.M. 
The student and interne are warned of the pitfalls they may 
circumvent in preparation for general practice by a doctor who 
discovered them through his own mistakes. 
MANY OF the students now at medical school are planning careers in surgery, medicine, or one of the other specialties, and are 
directing, to some extent, their interest and the emphasis of their studies 
along the lines of their chosen work. Others a.re planning careers in 
general practice and it is to these that this article is directed. The theme 
of these few thoughts is this: that they too should direct their inter-
est and the emphasis of their studies along the Jines of their chosen work. 
Some six years ago I began general practice after an adequate medi-
cal education and a good rotating interneship. But it took rde a long 
time to learn to become a general practitioner. I had many sleepless 
nights and worrying days before I felt that I was doing my job ade-
quately. In talking over this problem with other young practitioners I 
found that my experience was the common one rather than the excep-
tion. I shall try to point out the error that I made in preparing myself 
for general practice in the hope that it may be valuable to the student 
who is planning to enter this field. 
There are three main reasons why one is not an effective general 
practitioner after the usual medical education. First, our medical schools 
tend, at present, to be "basic training" schools for specialists rather than 
schools for general practitioners. This is a controversial point and beyond 
the scope of this article. However, steps are being taken to remedy this . 
ntatter. General practice sections of medical societies are pressing for 
the establishment of university chairs in general practice, for the increas-
ing use of general practitioners as teachers, and for interneships designed 
for those who plan to do general practice. The universities and hospitals 
are co-operating. 
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Secondly, it is an axiom that we learn by doing. It is similarly true 
that the best way to lea.rn general practice is to do general practice. 
For this reason, those who are advocating undergraduate preceptorships 
with good general practitioners deserve every support. 
The final reason lies with the student himself. Rarely does he direct 
his studying towards general practice, nor does he make full use of the 
opportunities presented to him for learning things which will be useful 
to him in general practice. The thought here is an old one. It is that 
common things occur most commonly. In general practice certain diseases 
are seen and certain procedures are done most often. The student who 
would be a general practitioner should find out what these common 
things are, emphasize them in his studies, and become well acquainted 
with them as an interne. 
In surgery, for example, the general practitioner is most often in 
the operating room to do a tonsillecto~ or a dilatation and curettage. 
Yet I have seen staff tonsils go begging while internes clamoured to 
be sixth assistant retractor-holder at some esoteric procedure which as 
a general practitioner they could never hope to perform themselves. 
This made them splendid retractor-holders but did not increase their 
ability to take out tonsils which some of them as general practitioners 
would need to do. I can remember being as proud as a peacock when, 
as an interne, I was allowed to pin a hip, but I needed a great deal of 
help from the anaesthetist to reduce my first Colles in general practice. 
My score for hip-pinnings in general practice was, of course, zero. 
Again, take for example, the indications for splenectomy. As a 
student I knew a great number of them. But perhaps I didn't see enough 
kiddies with tummy-aches. At any rate, soon after I began practice, I 
told a mother that her little girl with fever and a tummy-ache had 
pyelitis. The next day I was just a little upset to have one of my fellow 
practitioners tell her mother and me that she had general peritonitis from 
a ruptured appendix. The student who would be a general practitioner 
might save himself some heart-ache if he saw lots of people with 
tummy-aches. 
In this respect, internes often bemoan the fact that, "I never got 
to do an appendix all year". In this era, when kitchen table surgery is 
a thing of the past, the young general practitioner is rarely going to be 
in the position of having to do a laparoto!nJ without adequate help. 
It follows then that the technique of such major surgery as falls the lot 
of the general practitioner can often be lea.rned as he goes along. On the 
other hand, from his first day in practice he may have to decide whether 
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or not to do a laparotomy. If he decides to operate; then he can often 
have his judgment vindicated by a colleague. But if he decides not to 
operate it is usually on his own unaided judgment and the resp.onsibility 
may weigh heavily on him. Although the interne cannot operate on, or 
even assist with, every patient admitted to his hospital, he can see every 
one and decide whether, faced with the same problem in a home, he 
would decide to operate. 
I am not suggesting that there are some parts of his studies that 
the student should neglect or that there are parts of his training that he 
should skip over. Indeed, I believe that there is no knowledge which 
comes ~ss to the general practitioner. The student should in no way 
restrict or limit his study or experience, but rather emphasize those things 
that are going to be of importance to him. 
In obstetrics, to take another example, the general practitioner con-
ducts mainly normal labours. If he gets into trouble he will, and should, 
call for help. But his ultimate success depends on his ability to see normal 
women through normal pregnancies and labours as safely and as com-
fortably as possible. He should, indeed, learn abnormal obstetrics and 
particularly his own limitations therein. Yet his prime interest should 
be in seeing and emulating the skill and care with which fine obstetricians 
conduct normal labours. Yet some internes will not even get out of bed 
to see a case unless it be a breech, or version, or mid-forceps. 
The student who would be a general practitioner should interest 
himself much more in recognizing a failing heart than in differentiating 
a pre-systolic from a mid-diastolic murmur. He should put more emphasis 
on his studies on the correct and skilful use of digitalis than on the 
P.S.P. excretion test. A knowledge of both is necessary, but once again 
the emphasis should be on those things which he will see and do. Most 
important of all, he should learn to be able to recognize, at a glance, as 
older practitioners can, the patient who is really ill. 
In this connection it is true that the general practitioner sees many 
people who are not physically, but rather psychologically ill. The degree 
to which he can help these people is doubtful. The one important thing 
that he can do is to listen to them. At one tin:(e almost every symptom 
(including diarrhea) was treated with a laxative. However meagre his 
psychiatric skill, the general practitioner can give his patients a psycho-
logical laxative. It is surprising how often this helps. The studen"t should 
learn to listen sympathetically to these people and to encourage them 
to unburden themselves. 
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This brings us to the most important thing of all for the general 
practitioner to learn. The patient is a human being. We glibly give lip 
service to this axiom, but seldom treat the patient as a human being. 
Especially is this true in hospitaL Beyond all else the patient looks to 
his physician for one thing, namely, that the doctor be interested in him. 
He wants his doctor to care. Unless he feels this, all other diagnosis and 
treatment will do little for the patient. Once this feeling is established, 
treatment has often begun. The most cominon reason that patients give 
for changing their medical attendant is not "he isn't helping me", but 
rather "he doesn 't seem interested in my case any more". If the student 
would make a success of general practice, he must learn that however 
tired, or bored, or pre-occupied with his own troubles he may be, he 
must always be interested in the problem which the patient he is seeing 
at the moment is presenting. This is but the golden rule. When doctors 
are sick they seem to want a particularly keen m~dical attendant. 
The student might remember this: When a patient comes in with 
a pain in the neck, though it may be just another pain-in-the-neck to the 
doctor, to the patient it is the most fascinating pain in the neck ever seen 
by medical science and probably represents _ the combined ravages of 
scrofula, meningitis, tertiary lues and "arthuritis" . 
(Continued) 
post-graduate work in surgery and ob-
stetrics in the United States was his 
initial preparation for general practice 
in the town of Leamington, Ontario. 
There he has been active in municipal 
work as well as a prominent figure in 
the meetings of the Ontario and Cana-
dian Medical Associations. He was 
President of the Ontario Medical Asso-
ciation in 1950-51 and is now the 
Canadian representative to the Hospi-
tal Standarization Board in the United 
States. 
Dr. Lyon hopes to devote more 
time to photography and golf when 
his son Robert Kirk soon comes to his 
aid . Bob is a '52 graduate of Western 
Meds and is now interning at Victoria 
Hospital, , London. 
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Dr. Glenn Sawyer is probably the 
most able man to write on the subject 
of "The Ethics of General Practice". 
For many years Dr. Sawyer exempli-
fied the best to be found in general 
practitioners in his practice at St. 
Thomas, Ontario, and is now expand-
ing his career as Executive Secretary 
of the Ontario Medical Association in 
Toronto. 
A graduate of the School of Medi-
cine of this University, he has long 
been active in various medical organ-
izations. For many years he was a 
councillor for District Number One 
of the O.M.A. and has served as a 
director on the Canadian Medical 
Association Council. The Journal feels 
honoured, indeed, to have him as one 
of its contributors. 
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SURGICAL TECHNIQUE 
Stephen Power, Senior S11rgeon to the 
Dreadno11ght Hospital, Greenwich; 
S11rgeon to the Ro)'al London Homoe-
pathic Hospital; S11rgeon to Eltham 
Hospital. 373 pp. Ill11st. 198. $6.00. 
British Book Service (Canada) l.Jd., 
Toronto. 
The graduate of medicine today 
might feel secure in his knowledge of 
pre- and post-operative surgery, but he 
is often completely lost when he is 
called to the operating theatre. In the 
standard surgical texts he may read of 
the techniques for various operations, 
but he has often had to rely on his 
own ingenuity or the hurried explana-
tion of an~ther surgeon for his ability 
to tie a suture or drape an orthopaedic 
case. 
Stephen Power's S11rgicdl Techniq11e is 
a concise book that will guide the 
young surgeon from the lecture room 
to the operating table. The author dis-
cusses many little but important prob-
lems that most standard texts take for 
granted, such as the position of the 
patient on the table, and the discom-
forts and complications that may en-
sue from a faulty posture, the standard 
approach to all operative problems, 
the danger signals in tendon and ne.rve 
surgery, the minor but practical aspects 
on anaesthesia and blood transfusions, 
the duties of the assistant surgeon; oi 
the various methods of tying a knot. 
These, and many other points as well 
as understandable diagrams and illus-
trations make this book a valuable 
addition for any young surgeon's medi-
cal library. 
The general principals and funda-
mental technique in operative surgery 
are covered in a practical, pleasant, and 
MARcH, 1953 
~eadable style that makes this book 
attractive as well as informative, and 
will give to the young surgeon strong 
mortice and firm bricks for his house 
of operative surgical knowledge. 
A MANUAL OF CLINICAL 
ALLERGY 
John M . Sheldon, Robert G. Lovell, and 
Kenneth P. Mathews. Pp. 413, $8 . .50. 
W. B. Sa~~nders Co., Phil., Penn.; 
McA.inish & Co. l.Jd., Toronto. 
Spectacular advances have been made 
in the study of allergy during the past 
few years. Physicians are being faced 
with allergic complaints in all branches 
of medicine. At last a manual has been 
written for the physician interested in 
devoting part of his time to allergy 
patients or in establishing an allergy 
practice. 
The presentation of the management 
of allergic patients is well presented. 
Details of scratch, intradermal, and 
patch testing, and hyposensitization 
procedures are provided with consider-
able clarity. The investigation and 
treatment of food and drug allergies 
are so presented as to allow clinical 
application. 
Emphasis is placed on the study of 
inhalent allergy. The botanic aspects 
of pollen allergens are described with 
· tlie aid of excellent photographic 
plates and illustrations. Also, the 
means of identification of fungus col-
onies and spores are outlined. 
A special feature of the manual is 
the section devoted to the equipment · 
and office design required by the 
allergist. In addition details are given 
for the preparation of allergenic ex-
tracts used for testing and treatment. 
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Information is complete on the-man.: 
agement of allergic patients. With the 
aid of this book, the physician would 
be able to gain competence and con-
fidence in the diagnosis and treatment 
of conditions with an allergic basis. 
_-]. RICH.w>s, '53. 
VISUAL ANATOMY: THORAX 
AND ABDOMEN 
Sydney M.. Friedman, M.D., PIT.D., 
University of British Columbia. Pp. 
218, 91 plates. $12.50. The Ryerson 
Preu, Toronto, 1953. 
~his book presents briefly tne ~at­
omy · which is essential to under-
graduate and post~grraduate students. 
Preservation is visual: _line drawings 
i?y Professor Friedman, with a concise 
supplementary text on the opposite 
page, eliminate ann!)ying page-turning. 
The author starts with the bony skele-
ton . and sy5tematically adds stru~ures 
until the exterior is reached, the re-
verse of dissection. · 
Useful to students in their anatomy 
year, this volume provides a basic un-
derstanding of anatomy which will re-
main long· after less important .detail 
has been forgotten. While not com-
plete enough for first year require-
L Felty's Syndrome. 
2. Constrictive pericarditis. 
3. Aneurysm of ascending limb · of 
aortic arch. 
4. Pontine haemorrhage. 
5. Nephroptosis. 
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~ments, i.t establishes firm foundation 
· making it -easy to fill in the more de-
tailed information, when necessary 
with a minimum of effort. 
With the readily accessible informa-
tion contained . in this little volume at 
his fingertips -the student should no 
longer suffer the embarrassment of 
forgetting simple anatomical relation-
ships when asked for them in class, 
clinic or autopsy. 
_ , -:r:he drawings are remarkable for 
their perspective of ar;tatomical areas 
and relations, a need which standard 
te~ts often fail to provide. 
Vis~at .Anatomy was designed. primar-
ily for I;eView purposes, and with its 
concise readable text, a student can, in 
an evening, review and retain anatomy 
on w~~ch he had previously spent weeks. 
l*fA~· .. s!lfg~ns, internists, and gen-
eral . praditioners will find this book 
handy_ for quick reference. It should 
prove ~valuable for graduating students 
reviewing for councils. 
Th~ volume is the second of a series, 
th~- first having been Anatomy of the 
Head and Neck. We are awaiting with 
interest -the publishing of the volume on 
the arm and leg. 
-BILL VAN HOOGENHUIZE, '56. 
~ . 
6. Congential arterio-venous fistula. 
7. ·carcinoma of nasopharynx. 
8. Catcinoma. 
9. Cystic hygroma. 
10: Cancer of the tongue. 
1~ ; · Hodgki~'s disease. 
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